and post-traumatic stress disorder (15%-64%; Braakman, Kortmann, & van den Brink, 2009 ). Amongst people with learning disabilities, evidence suggests that rates of psychosis diagnosis are higher than for people without learning disabilities (Deb, Thomas, & Bright, 2001) , with current prevalence estimates of schizophrenia at around 3%, compared with 1% for the general population (Beavan et al., 2011; Cooper, Smiley, Morrison, Williamson, & Allan, 2007; Morgan, McKenzie, & Fearon, 2008) . Many underlying factors may contribute to this picture including the severity of disability, attachment difficulties and the impact of social factors such as abuse and neglect, poverty of social networks, stigma and hate crimes (Cooper et al., 2007) . Indeed, the experience of multiple traumas or adverse events is associated with an increased likelihood of psychosis when compared to a single trauma event, (Read, van Os, Morrison, & Ross, 2005; Shevlin, Houston, Dorahy, & Adamson, 2008) and people with learning disabilities are more likely than others to have experienced two or more adverse events in their lives (Emerson & Hatton, 2007) .
Although experiences such as voice hearing are often considered a core characteristic of psychosis, voice hearing may occur in a number of circumstances, for example, bereavement, trauma or sensory deprivation (British Psychological Society, 2017) .
In 2002, the first guidance from the National Institute for Health and Clinical Excellence (NICE, 2002) on how mental health services should aim to treat psychosis was published and put psychological interventions alongside psychiatric interventions as an essential component. Despite these recommendations and the growing use of psychological interventions (e.g., Hatton, 2002; Oathamshaw & Haddock, 2006; Willner, 2006) , medication is still the most common intervention for people with learning disabilities who report voice hearing experiences. It is estimated that approximately 50% of all adults with learning disabilities are being prescribed psychotropic drugs with 20%-25% taking antipsychotics (NICE, 2014a) . To ensure that we offer the full range of evidence-based interventions, there is now a growing national movement to stop the overmedication of people with learning disabilities (STOMP; NHS England, 2017) . This call to move beyond the dominant medical model of understanding distress is echoed by the international "Hearing Voices Movement" (HVM; Romme & Escher, 1989) , who posit that voice hearing lies along a continuum of normal human experience and links to past traumatic experiences, particularly abuse. Increasing evidence suggests that the voices people hear are meaningful and relate to the individual's life history (Bentall et al., 2014) and that voice hearing is not always associated with a psychiatric diagnosis (van Os, Hanssen, Bijl, & Ravelli, 2000) . Hearing voices groups (HVGs) have grown out of the HVM and aim to create a safe space for people to share taboo experiences such as hearing voices, seeing visions or having other unusual experiences. Within the groups, biological, spiritual and psychological explanatory models of voice hearing are all accommodated, based on the belief that people have the right to their own frames of reference to understand their experiences.
Given the level of social isolation experienced by people with learning disabilities, opportunities for meaningful interaction with others in a group setting are likely to be particularly beneficial. A consistent finding from group therapy approaches in learning disability settings is that people value the opportunity to talk about difficulties in a social group where they can develop new relationships (MacDonald, Sinason, & Hollins, 2003; McMahon et al., 2014) .
For people with psychosis, group therapy can offer further benefits including normalisation of experiences, altruism, universality, sharing of coping skills and hope (Ruddle, Mason, & Wykes, 2011; Yalom & Leszcz, 2005) , as well as increased knowledge of what the diagnosis means and of the indicators of relapse (Crowley, Rose, Smith, Hobster, & Ansell, 2008) .
In the only published account of a hearing voices group specifically for people with learning disabilities known to the authors, Tomlins and Cawley (2015) report qualitative outcomes which demonstrated that clients had an increased knowledge of coping strategies, a greater awareness of their voices and a development of some power and control over the voices. In addition, new supportive relationships were formed, which was greatly valued by group members and their carers. These positive findings mirror those from HVGs in the general population (Meddings et al., 2004) . This paper aims to extend the work carried out by Tomlins and Cawley (2015) and evaluates a pilot HVG for people with learning disabilities within an NHS Trust in London. A mixed method evaluation design was used to evaluate this service development.
Outcomes relating to general psychological functioning, quality of life and stigma relating to voice hearing are explored.
| ME THOD

| Referral information
The group was advertised to service users in a Mental Health in Learning Disabilities Team in South London. The group was available to service users who heard distressing voices, regardless of their diagnosis, and would like to meet in a group to talk about their experiences. Eleven participants were initially referred (Table 1) .
| Ethics
It was not considered necessary to seek ethical approval in order to offer this group as an intervention to clients already known to our service. The group was an adjunct to current interventions, and informed consent was sought throughout. There was no evidence to suggest that any group members may lack capacity, as defined under the Mental Capacity Act (Department of Health, 2005) [to make a decision about joining the group] or for their feedback to be used to inform this evaluation. We sought and were given approval from our local Research and Development Department and from the group members to write up the outcome of the group for publication. 
| Assessment
| Participants
Following the pre-group assessment stage, six participants did not continue with the group (Table 1) . Five remaining people (four females and one male, all White British) agreed to take part in the group. The group had an average age of 39 years (range: 19-56).
| Outcome measures
To the authors' knowledge, there are no known standardised measures of psychosis for people with learning disabilities. As the current study was an evaluation of a pilot HVG within a community mental health service, the service's routine measures, namely the Clinical Outcomes in Routine Evaluation for individuals with a learning disability (CORE-LD) and World Health Organisation Quality of Life (WHOQOL-8), were administered at pre-group and post-group.
The CORE-LD is a 14-item self-report measure which includes simplified items from the CORE outcome measure (CORE-OM; Evans et al., 2002) plus questions on issues faced by people with a learning disability. It has shown good reliability (Marshall & WilloughbyBooth, 2007) but has no standardised cut-off points, so cannot be used to indicate statistically or clinically significant change.
The WHOQOL-8 is an 8-item self-report questionnaire adapted from the World Health Organization Quality of Life Scale (Power, 2003) . Responses are made via a 5-point Likert scale with pictorial symbols.
Voice hearing-specific subjective ratings were also developed, asking how well individuals recognise their voices, understand triggers and knowledge of coping skills. These were gathered at the pre-and post-group stages. Ratings were asked on a 3-point scale, where 1 indicated "very well," 2 indicated "somewhat/a bit" and 3 indicated "not at all.".
| Stigma and voice hearing
Stigma can be a significant barrier to mental health recovery (Corrigan, 2004) . A number of questions were asked to begin to explore the experiences of stigma and discrimination in relation to voice hearing (Table 2) , with questions based on clinical experience.
| Satisfaction questionnaire
A 9-item satisfaction questionnaire was developed to obtain participants' individual feedback of the group itself as well as to determine the acceptability of a HVG for people with learning disabilities.
| Group format
Based on previous work by Tomlins and Cawley (2015) , the group ran for 6 consecutive weekly sessions of 2-hr duration, held in a local community centre. Session content was displayed on flip chart paper which hung in the same wall position each week. Facilitators encouraged clients to take an active lead in how the group was structured and to decide the topics to be discussed. 
TA B L E 1 Referral demographics
| RE SULTS
There was 100% attendance for sessions 4 and 5 and an 80% attend- 
| Emerging themes
As conversations developed across the six sessions, several repeated themes were noted. Based on the principles of thematic analysis from Braun and Clarke (2006) , re-occurring patterns of data within the participants' discussions were coded and grouped together into themes; however, a formal thematic analysis was not carried out (e.g., examining the relationship between different levels of themes and creating subthemes). The themes listed below are preliminary.
These included:
| Feeling unwanted and disempowered
Four of the five group members reported that their voices were critical and disempowering, making comments like "you're a dead man walking," "you're just a child" and "you won't get a boyfriend."
These experiences evoked sadness and anger in group members and were associated with feelings of isolation. One group member spoke about their feelings of jealousy towards non-learning disabled siblings, as they were able to "do what they want" without support, which she associated with an increasing hostility and intrusiveness of the voices. Others spoke of voices being triggered by everyday F I G U R E 1 WHO-QOL8 scores. n = 2. Range of possible scores 1-5 F I G U R E 2 CORE-LD mean scores. n = 2. Range of possible scores 0-2 F I G U R E 3 Voice-specific measures' mean scores. n = 4 social situations in which they felt disempowered. For example, one person spoke about the voices becoming worse when they had been the target of name calling when visiting their local shops.
| Past trauma
Every group member spoke of the impact of past trauma on their lives. These included verbal, sexual, physical and institutional abuse.
Difficulties in relation to living with a learning disability (e.g., difficulties in understanding and communication) and a limited repertoire of coping and adaptive functioning skills in relation to these traumatic experiences were also implicated in people's narratives of the development of voice hearing, alongside limited access to social contacts for support.
| Impact of social factors
Issues relating to limited autonomy, social isolation and difficult supported living arrangements were cited as major contributors to the content, frequency and intensity of voice hearing experiences. In a reflection of how few opportunities people had to discuss their experiences openly, the first two sessions were taken up with members expressing astonishment that other people heard voices too.
| Recognition of unhelpful coping strategies
Group members spoke of current and historic use of self-harm, violence towards others, avoidance or verbal abuse towards families and carers as previous methods of coping with the voice hearing experiences. Group members were able to recognise that these attempted solutions actually increased their distress, but did not know how else to cope.
| Satisfaction feedback
Satisfaction feedback was received from four of the five group members. All four responses rated the group as "good." All members reported that they had learned something new by coming to the group including "talking works" and that "other people hear voices too."
All members reported that they would come to another group and would recommend it to a friend who was in need of similar help. The last two questions were open-ended and responses highlighted that group members valued talking, listening to others and making new
TA B L E 3 Responses to satisfaction questionnaire
Question
Response (n)
How would you rate the group overall? Good (n = 4)
Have you learned anything new from the group? Yes: (n = 4) • Talking works.
• Other people can hear voices too-it's not just me.
• It can be OK to listen to other people talk about voices. friends. Group members also suggested that the group run for longer (see Table 3 ).
| Stigma and voice hearing
Four questions were asked at pre-and post-group periods about experiences of stigma relating to voice hearing. These were as follows:
| What do you think of people who hear voices?
In interviews prior to the group, participants shared beliefs that others who hear voices are "OK," "it's terrible that they hear voices. It's really sad" and "they're probably the same as me"; however, there was also an anxiety that "I'd be worried about them because they [voice hearer] might hurt me.".
In post-group interviews, participants still spoke of feeling sad that others heard voices, but were more focused on positive attributes and a sense that "they're alright. They still have friends,"
with no sense of the fear for safety that was named prior to the group.
| What do you think other people might say about someone who hears voices?
Participants tended to answer this from their own experience of how others had responded to the knowledge that they heard voices. Prior to the group, comments were mostly negative, including "they look at me as if I'm mad," "[others] would probably take the micky because they're nasty" and "they'd say 'why is he like that?!' and then they'd laugh." One person thought that others might "be interested in what the voices say" and was not expecting the same kinds of negative reactions as other participants.
In post-group interviews, more compassionate and thoughtful views were named, with participants expecting that others would say a voice hearer was "alright," and be just as confused by the voices as the voice hearer. There was also a sense that other people "might get angry at [the voice hearer] if they talk about the voices too much.".
| If someone told you that they heard voices, what would you think of them?
Prior to the group, most participants expressed comradeship with the imagined voice hearer, commenting that "I'd try to help them," "I'd still be their friend" and "I'd not think any less of them." There was also a sense of it being unsafe for the imagined person to speak about their experiences, with one participant saying "I'd tell them to keep quiet about it." There was also one participant who said they would "be worried -they might have a gun.".
After the group, participants gave only positive responses to this question, saying "they're my friend," "I'd be worried about themthey're probably frightened" and "I'd say 'Oh, I hear voices too'. I'd feel sorry for them."
| Can you finish this sentence for me: "Someone who hears voices is _____"
Most participants found this question difficult to fully understand and required a significant amount of explanation before answering. Responses prior to the group were as follows: "Not mad," "A friend," "Mental illness" and "ill," After the group, responses included "Scared" and "Sometimes men, sometimes women [implication in conversation was that they can be anybody].".
| D ISCUSS I ON
This evaluation has exposed some of the complexity and nuances of the experiences of voice hearing in people with learning disabilities and the value of providing a psychological framework to conceptualise these experiences. The value of a peer-support model has also been shown, with the development of new friendships, meeting others with similar experiences and learning from others' experiences and opinions being highly valued.
High attendance rates and satisfaction ratings suggest that the group was acceptable and feasible. Scores on the service mandatory outcome measures were mixed. Given the breadth of the constructs examined in these questionnaires (psychological functioning, distress and quality of life), the authors hypothesise that this six-session intervention was too short a time frame to enable meaningful change across such broad categories.
Measures specific to voice hearing showed increased recognition of voices and triggers, and increased confidence in coping with voices.
These results are in line with the aims of the HVM ethos, which encourages a greater understanding of the voice hearers' experiences rather than framing voice hearing as a pathological phenomenon and aiming for elimination of the voices. Furthermore, the preliminary themes that emerged from the current group are in line with psychological theories that link voice hearing to past trauma. Group members also made links between voice content, life history and current experiences, namely the impact of disempowerment as a consequence of how people living with a learning disability are treated in society and when support-worker style was experienced as infantilising. Alongside these current, everyday experiences of disempowerment, it was noted that group members often seemed quick to assume agency was not available to them and that there was no point in trying to assert one's self, without attempting to find out what agency might be reclaimed. These experience-based beliefs of "others as powerful"
and "self as powerless" appeared to be associated with appraisals relating to the power of the voices-possibly indicating learned hopelessness or beliefs relating to the self as globally powerless.
As in previous studies (MacDonald et al., 2003; McMahon et al., 2014) , social support and the development of friendships were important aspects of the group. These findings are in line with Yalom and Leszcz's (2005) review of group psychotherapy in which they report group cohesion as a core group factor that can foster universality, altruism and hope. 
| Limitations
| Recommendations
Consideration of the outcome measures, qualitative feedback and experiences of the facilitators indicates that although the 6-week group was associated with positive outcomes, an additional benefit would be seen by extending the number of sessions offered. This Consideration should be given to support family carers and/ or support staff in future. Previous research has documented the benefits of including family members and carers in groups for people with learning disabilities and psychosis (e.g., Crowley et al., 2008) .
Further discussion is needed around how best to deliver a HVG for people with learning disabilities that can embrace peer involvement and make best use of professionals' knowledge and skills.
Attempting to gather an empirical evidence base from HVGs is difficult given the ethos upon which the movement is built and the inherent heterogeneity of voice hearing. Nonetheless, the current group appeared to be a successful and beneficial approach for people with learning disabilities who hear voices. By making reasonable adjustments to services widely available to the general population, mental health services can promote inclusion, choice and hope for people with learning disabilities.
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